Background: ''Referral'' characterises a significant area of interaction between primary and secondary care. Despite advantages, it can be inflexible, and may lead to duplication. Objective: To examine the outcomes of an integrated model that lends weight to general practitioner (GP)-led evidence based care. Design: A prospective, non-random comparison of two services: women attending the new (Bridges) pathway compared with those attending a consultant-led one-stop menstrual clinic (OSMC). Patients' views were examined using patient career diaries, health and clinical outcomes, and resource utilisation. Follow-up was for 8 months. Setting: A large teaching hospital and general practices within one primary care trust (PCT). Results: Between March 2002 and June 2004, 99 women in the Bridges pathway were compared with 94 women referred to the OSMC by GPs from non-participating PCTs. The patient career diary demonstrated a significant improvement in the Bridges group for patient information, fitting in at the point of arrangements made for the patient to attend hospital (ease of access) (p,0.001), choice of doctor (p = 0.020), waiting time for an appointment (p,0.001), and less ''limbo'' (patient experience of non-coordination between primary and secondary care) (p,0.001). At 8 months there were no significant differences between the two groups in surgical and medical treatment rates or in the use of GP clinic appointments. Significantly fewer (traditional) hospital outpatient appointments were made in the Bridges group than in the OSMC group (p,0.001). Conclusion: A general practice-led model of integrated care can significantly reduce outpatient attendance while improving patient experience, and maintaining the quality of care.
I
n the UK, patients are registered with a general practitioner (GP), who is their primary care provider. With few exceptions, it is the GP who determines patients' access to hospital and specialist care in the secondary sector. Upon request by the GP, patients are seen for a consultation in hospital outpatient clinics before further management is planned. Patient transfer between primary and secondary care usually involves a ''referral'', which reassigns some responsibility for care. While determinants of referral both from and to primary care are complex and difficult to quantify, rates of referral vary widely. [1] [2] [3] [4] Given that attendance at hospital outpatient departments can be associated with subsequent elective admission, referral decisions in primary care have an important impact on resource use. 2 It would therefore seem to be advantageous if such referrals were to be determined by evidence based criteria and pathways.
Use of the GP as a ''gatekeeper'' to hospitals has helped to contain healthcare costs. Despite this, existing services struggle to cope with increasing demand and to meet government targets. A further problem with ''referral'' based patient transition is that it can be inflexible, for apart from assigning different degrees of urgency it may be unable to respond to differing requirements of the referral-for example, investigation and diagnosis, advice and reassurance or treatment. 5 A more responsive approach is advocated in the NHS plan (2000) , which argued that care should be designed around the patient, that unnecessary stages of care should be removed, and that there should be a standard guideline or protocol for each condition. 6 The NHS Confederation has supported this view, and proposed the development of new working relationships at the primary-secondary interface with the aim of reducing the estimated 30-70% of outpatient work that is not materially adding to patient care. 7 Optimising care therefore requires consideration of both primary and secondary sectors and of patients' transition between the two. Exploring new ways of interacting with secondary care is also important in the context of the evolution of general practitioners with a special interest and the role of general practice in commissioning services. 8 We adopted an integrated care model 9 and assessed its impact on patient care. We developed an integrated, evidence based care pathway for women with menstrual disorders (Bridges pathway; table 1) to facilitate their access to diagnostic and therapeutic facilities within secondary care, eliminating the need for a traditional ''referral'', and set out to assess its impact. The Bridges pathway involved the use of shared evidence based guidelines for the management of patients in both primary and secondary care, which determined timing for investigations and surgical treatment. Management decisions (including booking for investigations or surgery) were made by GPs in all but atypical or complex cases. The latter were the only category receiving consultations in secondary care.
We adapted the Royal College of Obstetricians and Gynaecologists (RCOG) guidelines for the management of menorrhagia into an integrated care record (ICR). 10 (fig 1) . The five non-participating PCTs comprised 519 GPs in 136 practices. All patients were given verbal and written information about the study and provided written consent. Follow-up was for 8 months after first attendance in secondary care.
We hypothesised that the new pathway would result in improved patient experience as measured using the patient career diary (PCD) as a primary outcome. 13 We used the sections of the diary relevant to the patients' journey. Health status was investigated at baseline and at 8 months using the SF-36 version 2, 14 15 in conjunction with the multiattribute scale for menorrhagia (MQ). 16 We recorded medical and surgical treatment rates, and use of other services such as hospital and primary care attendances and investigations.
Statistical analysis and sample size Using patient career diaries, assuming a mean score of 80 for the patients treated using the OSMC, 12 and an SD of 18 in each group, we calculated that 81 patients would be needed for each group to detect a clinically important change in score of 10% with 80% power and p,0.05. We aimed at recruiting 100 patients for each group to allow for dropouts. Results were summarised as means (SD) or as frequencies, as appropriate. Student's t test, x 2 test or Fisher's exact test, and MannWhitney test were used for comparative statistics. 95% Confidence intervals were calculated for the main study results. Statistical significance was defined at the 5% level throughout. All analyses were carried out using SPSS version 11. The intraclass correlation coefficient (ICC) was calculated for the PCD total section scores to assess whether allowance for ''clustering'' of patients for individual GPs was needed. The ICC values ranged from 0.09 to 0.27, indicating a low level of clustering for an average of two patients for each GP, so that the study analysis could use conventional methods. For confirmation of this, the main study comparisons were given a secondary analysis making explicit allowance for the clustering of patients within GP lists, using the ''robust'' variance estimation method within the STATA computer package ( 
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RESULTS
All GPs from the 21 practices in the South Leicester PCT were approached and asked to participate, but two (10%) practices declined representing 8/89 (9%) GPs. Overall, 28 GPs from 14 practices actively used the Bridges pathway (representing 32% of GPs in the PCT and 67% of practices). The control group consisted of women referred by 68 GPs from the five nonparticipating PCTs in Leicestershire. All patients attending the Bridges pathway and the OSMC groups were asked if they would participate in the study. Of those approached, seven declined; no reason was given in three cases, one person moved to the private sector, two cited lack of time because of work or family, and one was moving home. Thus, 99 women in the Bridges and 94 women in the OSMC groups were recruited. Seventy-nine women (80%) in the Bridges group and 69 (73%) in the OSMC group completed 8 months follow-up. There were no statistically significant differences between the two groups for age, height, weight, parity, previous miscarriages, smoking habits, employment status, smoking habits or haemoglobin concentration; and no statistically significant differences between the number of women in the two groups with cycle regularity, presence or absence of dysmenorrhoea or heavy bleeding (results not shown), or in symptom severity scores (table 2) at study entry. The PCD (table 3) demonstrated significant improvements in the Bridges group compared with the OSMC at point of arrangements made for the patient to attend hospital. This denoted improved information provision and fitting in, choice of doctor, waiting for appointment and less limbo (denoting poor experiences of care, feelings of uncertainty and powerlessness). The score for the whole section was higher in the Bridges (72.9) compared with the OSMC (67.4) groups (p = 0.007). The score for overall health care as measured at the end of 8 months demonstrated no significant differences between the two groups (table 3). The results of the ''robust'' t tests with allowance for patient clustering (not presented in this paper) agreed closely with those derived using the conventional t test and presented above.
SF-36 scores showed a modest change over the follow-up period, but there were no statistically significant differences between the groups apart from the role-emotional score (reflecting ability to carry out work or other daily activities as a result of emotional problems), which showed a significant improvement (p = 0.012) from 40.8 to 49.5 in the OSMC compared with the Bridges group (results not shown). At the end of the follow-up period, the menstrual questionnaire score showed no significant differences between the two groups (table 2) .
No structural pathology was found in 59 (60%) of the Bridges group and 61 (65%) of the OSMC group. Two patients in the Bridges group were found to have endometrial cancer, and two women in the OSMC group were found to have endometrial hyperplasia on pipelle biopsy but both proved to have endometrial cancer on hysterectomy. Of those who responded at the end of the 8 months' follow-up (table 4), there were no significant differences between the two groups in the number of women not receiving treatment, those receiving medical treatment, and those who had undergone or were awaiting surgery (p = 0.789). By the end of the 8 months follow-up, the Bridges group (n = 79) had made 142 visits to the GP (1.8 visits/patient), whereas the OSMC patients (n = 69) had made 144 visits (2.1 visits/patient) (table 5). There were significantly fewer hospital outpatient consultations in the Bridges group than in the OSMC group (p,0.001) (table 6).
DISCUSSION

Strengths and limitations
Our study involved a new approach to healthcare delivery and a significant role change for both primary and secondary care. Our results are significant as we compared the Bridges model with a one-stop clinic which was associated with considerable improvement compared with the traditional clinic. 12 Possibly, a randomised controlled trial would have yielded more robust conclusions, but this would not have been feasible in the current structures in primary care without a considerable risk of contamination. Although this model has the potential to be applied to areas other than menstrual problems, it is not possible to extrapolate directly from our findings to other areas, and there is a need for further research with different patient groups and disease conditions.
Main findings
Patients' experiences must remain central to service provision. The PCD is a tool designed to assess patients' journeys through the healthcare system. The OSMC provides a highly organised, consultant-delivered service, yet we demonstrated further improvement in patients' experiences through the Bridges model of care, where the GP is the principal care provider and decision maker. Several aspects of the Bridges pathway scored better. This appears to reflect the fact that the Bridges pathway allows patients better control of their journey and more (8) 12 (13) 7 (9) 10 (14) Awaiting surgical treatment 5 (5) 9 (10) (1) -, not applicable. * Including one patient with failed laser ablation of the endometrium awaiting hysterectomy. purposeful visits to healthcare providers, both in primary and secondary care. Menstrual problems on the whole tend to be dealt with by female GPs within practices and this may be a factor in the total number of GPs represented. That patients preferred the Bridges model when it came to the type of doctor may be a reflection on the observation that patients attending primary care with menstrual problems often exercise some choice over the doctor they see. The model also enhanced the patients' sense that progress is being made. Although the results from the PCD suggest that the impact of the new pathway may blunt over time, this is not surprising and is consistent with our observation in the OSMC compared with the traditional gynaecology clinic.
12
Health status (SF-36) and menstrual status questionnaires demonstrated that both pathways produce comparable health outcomes. We remain uncertain of the clinical significance of the more favourable role-emotional score for patients attending the OSMC. Surgical and medical intervention rates for the GP led service were comparable to the consultant-led evidence based service as applied in the one-stop clinic.
One of the most significant findings in our study was that initial fears that the Bridges pathway might result in an increased workload in primary care did not materialise. On the contrary, we demonstrated that the integrated approach reduced workload both in primary and secondary care. Given that health outcomes were comparable, we assume that such saving resulted from a reduction of duplication and non-value adding work.
Interpretation in the context of current services Previous attempts have been made to influence the pattern of ''referral'' between primary and secondary care, with variable results. In East Anglia, an educational package delivered to GPs was shown to positively influence their referral rate and prescribing patterns. 17 18 Reorganisation in secondary care, coupled with evidence based guidelines adopted in primary care, was shown to result in more rapid management decisions. 19 On the other hand, dissemination of infertility guidelines to practices in Glasgow coupled with educational meetings resulted in only a modest change in the rate of investigations carried out before referral, with no detectable differences in outcomes or costs. 20 Published research accepts referral as a means of communication between healthcare sectors. It attempts to improve care by improving adherence to guidelines and subsequently influencing referral. In the case of menstrual problems, this system is supported by the two-phase RCOG guidelines for use in primary and secondary care. 10 11 Referral, however, is influenced by a range of complex factors beyond the dissemination of knowledge, guidelines and education. Our approach was different in that we aimed at promoting patient progress while removing the traditional boundaries between the care sectors. Evidence based practice was used to underpin care, allowing primary care management more scope for arranging investigations and treatments traditionally reserved for secondary care. This approach allowed freeing of resources while reducing duplication. An interesting observation is that women referred to the OSMC continued to use GP services at the same rate as those who were not referred to the clinic, suggesting that multiplicity of providers may increase resource use with no clear benefit. This requires further evaluation.
Implications for the future of service delivery It is important that services evolve to embrace changing patient expectations and to respond to the national agenda. Patients are increasingly better informed about treatment options, allowing them greater control. Centralisation allows hospitals to concentrate resources towards more complex interventions, and there is an increasing need for services to be provided in community settings. 21 Practice based commissioning and payment by results will change the dynamics between primary and secondary care and changes in referral patterns consequent to these initiatives should be evidence based and able to demonstrate advantage. 22 23 An important feature of the Bridges pathway is its ability to deliver clinical care that is booked, communicated and delivered in such a manner as to minimise disruption to patients. The project aimed at achieving improvement through an integrated network of provision, and by tackling the rigid barriers between the main sectors. 21 Within UK health policy the Bridges pathways embraces the evolving and widening role of the GP. Operative pre-assessment visit to outpatients 9 (9) 9 (10) 0.908 OSMC, one-stop menstrual clinic.
W omen in the UK should be reassured that the NHS breast screening programme (NHSBSP) is broadly performing satisfactorily, according to a national external scheme monitoring quality of diagnosis and reporting. It found naturally high diagnostic consistency for in situ and invasive cancers and benign uncomplicated tumours but unacceptably low consistency in other instances. For histopathological grading, consistency could be improved if the NHSBSP guidelines are more specific and explicit, and for ductal carcinoma in situ if changes are made to the classification system. For atypical hyperplasia it will be less easy. Similarly, improving consistency for vascular invasion of tumours is a tricky prospect-but worthwhile because of prognostic importance.
These findings were based on analysis of the first ten years' data since 1990 on overall performance of pathologists and how the systems of diagnosis and classification in the breast screening programme are operating.
Performance was assessed by sending slides of stained sections from 12 breast cancer cases every six months to participating pathologists, who reported on them against the latest NHSBSP guidelines (1989, 1995) on a standard proforma modelled on the national reporting form. Reports were analysed by the national cancer screening evaluation unit for consistency. Evaluation started in 1990, when the external quality assessment (EQA) scheme was set up, initially with 220 pathologists, rising since to over 450.
The aims of the EQA are to increase consistency of diagnosis and also quality of prognostic information in reports, which can help to determine the best management for individual patients.
